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Introduction
The increasing number of suicides in recent years has expanded a social problem
into a sizeable social dilemma. Padgitt (1997) reported that of the 50,000 suicides each

•

year, nearly one-fifth are committed by teens. A recent article in Asian Week (1998),
titled "Arizona Youth's Suicide Questioned", detailed an account of a tragic Vietnamese
American suicide and its implications for his family, community, and other minority
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adolescents. Based on several studies, the statistics on suicide among youth has increased
300% during past forty years (Padgitt, 1997). Suicide, the act of ending one's life, is the
third leading cause of death for people ages 15-24 (Garber, Weiss & Shanley, 1997). For
many years, researchers debated the existence of adolescent depression, but today,
statistics point overwhelmingly to a warning of the potential for youth violence,
especially toward each other and themselves. The several aspects that combine to paint a
picture of adolescent suicide are not new to practitioners, yet only lately has this problem
come to national attention.
No community is immune to this issue, as the stressors that many teens face
continue to develop. Yet nowhere has this problem gone unnoticed as much as among
minority populations, specifically Vietnamese youth. Whether it is the lack of research,
cultural barriers or under-reporting, suicide in this particular community has rarely been
discussed. For example, ·the story of the Vietnamese youth that committed suicide last

►

year in Arizona was not brought to national attention for nearly one month (Asian Week,
1998). Even then, it was only the potential inter-racial tensions that brought the story to
light. Clearly, the face of America's youth is changing, but the problems that immigrant

and refugee youth must cope with a particular challenge for clinicians and community
leaders alike.
This issue is a problem for social workers in particular because they are often best
suited for working with this community and have a social responsibility to help resolve
this problem. Since this profession is able to work with individuals, families and
communities; social workers can affect the future of Vietnamese teens. Adequate
research, however, must be at this center of effective social work practice. Limited
research about this population exists, and even less about the specific mental health issues
that afflict Vietnamese adolescents.
One reason that may explain the gap m the present knowledge base is the
presence of cultural barriers. Traditionally, many Vietnamese people do not welcome
outside intervention and culturally feel repressed by the stigma of receiving mental health
services. Language can also prevent researchers from accessing information about their
needs and potential solutions. Therefore, the need for bilingual and bicultural Vietnamese
resiarchers and social workers should be a priority.
In addition, the under-reporting of youth suicides may also make it difficult to
plan and implement competent interventions for Vietnamese teens. Because of underreporting, community awareness is limited. In small closed communities, it may be even
harder to raise the perception that a problem exists. Consequently, penetrating a
community such as the Vietnamese to study any problem can be an involved process
especially with an issue such as teen suicide.
When attempting to answer complex questions about any human behavior a basic
framework or theory helps create a foundation from which to begin. One such promising
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intervention that can be applied to the problem of Vietnamese teen· suicide is CognitiveBehavioral therapy. This study explored the potential benefit of utilizing cognitive
behavioral therapeutic interventions to assist depressed Vietnamese adolescents, who
may be contemplating suicide. It was a single subject evaluation that focused on one
Vietnamese adolescent whom this writer worked with extensively over a period of six
weeks. The study was conducted at the Gardner Family Care Corporation in San Jose,
California once a week, for 60 minutes per session. The Children's Depression Inventory
(CDI) and Cooper-Smith Self-Esteem Inventory (SEI) were used as a pre-test and posttest in order to measure the level of depression before and after the intervention.
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The Context of Services
The Gardner Family Care Corporation (GFCC) was founded in 1971 as a non
profit, multi-service behavioral care provider centrally located in the downtown area of
San Jose. For the past 25 years, GFCC has been providing comprehensive behavioral care
to the predominately Latino/a, low- and moderate-income residents of Santa Clara
County. During fiscal year 1997-1998, Gardner's programs provided over 35,781 visits to
1,323 patients.
The Gardner Mental Health Department, Centro de Bienestar (Center of Wellbeing) was established in 1976, and is a pioneer in providing culturally proficient and
linguistically appropriate, community-based mental health programs compatible with the
61 % Latino/a, 13 % Asian Pacific Islander (Vietnamese, Cambodian, Filipino/a), 23%
Caucasian, and 3 % other (African, Native American and other minorities) populations.

t

Centro provides services to clients who meet the criteria for any one of the mental
disorders listed in the DSM-IV. Centro's programs place particular emphasis on the
critical role of the family and respect for the identities and well being of the target
populations. Their programs provide a wide range of services which include assessment,
crisis intervention, therapy (individual and group), rehabilitation services, case
management,

medication prescription

and

monitoring,

neuropsychological

and

psychological testing, medical assessments, health assessments, outreach and prevention,
with 24-hour emergency response capabilities. The target populations include children
and families, adolescents, the seriously mentally ill adult and older adult populations. The
mission of Centro is "to provide comprehensive, community-based bilingual/bicultural
mental health services to Latino/as and their families who are experiencing mental
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disorders and intra-family violence. This is accomplished by providing intensive mental
health services and by training, recruiting and retaining staff who are capable of
providing such services effectively in an appropriate linguistic and cultural manner. The
Center's services are characterized by a deep respect for the worth and dignity of each
individual as well as the family.
The Centro de Bienestar includes three main divisions: I) Adult and Family
Services; with two programs: Adult and Family Services (AFS) and Older Adult Services
(OA). II) Intensive Family Services with two programs; Youth Intensive Services and
Asian Services. The Youth Intensive Services has two teams; System of Care (SoC) and
Juvenile Probation Department (JPD). Asian Services has two teams: Asian Pacific
Youth Project (APYP) and Cambodian. III) Early Intervention Services has three teams:
Children Assessment (CA) and Latino Early Youth Intervention, CalWORKs, and
Independence High School. A Program Coordinator supervises each unit, and an
Executive Director oversees the entire organization. Currently, Centro has 47 bilingual
and bicultural full-time employees who have either a BSW, MSW, MFT, LCSW, or a
Ph.D., as well as BSW, MSW, and MFT interns from various universities in Santa Clara
County.
The Centro de Bienestar receives public and private funding, which helps provide
affordable services. Fees are covered by Medi-Cal, Medicare, private insurance or a
sliding scale fee. Therefore, legally mandated procedures and policies define the services
,

provided by Centro de Bienestar and were guided by funding sources outside of the
agency. Legislation such as the Lanterman-Petris-Short Act; Education Law AB 3632
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(covering special education and the seriously emotionally disturbed) and the Short-Doyle
Act has shaped the services provided at Centro de Bienestar.
Centro de Bienstar has an ongoing evaluation process to evaluate the quality of
services received by clients and their families. Client satisfaction surveys are randomly
sent out annually to evaluate their services to 100 clients. Gardner usually receives 80%
of the surveys back from clients, with reports of good to excellent services, and the
results are included in the annual report to inform to the Board of Directors and
employees. Furthermore, GFCC has an open door policy to receive client feedback and
employee input. In order to improve services, Centro has bi-weekly mandatory training
for staff members and each service team has weekly group supervision. In addition,
Centro has a quality improvement team, formed by three program coordinators and two
employees who randomly select and evaluate 10 cases on a monthly basis.
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Target Population
This paper is focused on the psychosocial intervention a client at the Gardner
Family Care Corporation, located in San Jos~, California. For purposes of confidentiality,
she will be referred as Katrina (not a real name).
Katrina is a 16-year-old Vietnamese-American born and raised in San Jose.
Katrina is bilingual in English and Vietnamese, due to the fact that her mother is
monolingual in Vietnamese and her mother's insistence that everybody in the family
should maintain their culture by speaking their native language, Vietnamese, at home.
She has learned English via her education in the California public school system, and
t

from interacting with other children in English.
Katrina attended Morrill Middle School before transferring to Independence High
School in San Jose. Katrina was born in Austin, Texas in 1984, but her family moved to
San Jose when she was one year old.
Katrina was referred by the Independence High School counselor due to truancy
as well as presenting various symptoms of depression, such as depressed mood, crying
spells, low energy, mood swings, poor concentration, low self-esteem, feelings of
hopelessness, self-mutilation, suicidal thinking, and a history of running away from
home. To help her deal with all her current issues, the Independence High School
teachers agreed to refer her for mental health services.
Katrina initially showed reluctance to receive mental health services when I first
introduced myself. She claimed she had no need and no time for these services, stating
that there was nothing wrong with her. This is a normal reaction among children and
adolescents when recommended for mental health services. Also, the stigma attached to
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mental illness is especially strong in Southeast Asian cultures. After I explained in detail
about mental health and the benefits of receiving mental health services, Katrina finally
agreed to come to the Gardner Family Care Corporation for therapy.
Katrina appeared to be physically healthy and mentally alert during the interview.
She demonstrated normal long- and short-term memory. At the time of the interview
(2/2/00), her affect was sad, but she exhibited no signs of suicidal or homicidal ideations,

i

psychosis, oppositionality, or paranoia. She appeared to have average- to above-average
intellect, insight and judgement.
Katrina was born full term, but underweight in a Texas hospital. Her post-natal
development was normal, as reported by her mother. Her mom described her as a
temperamental baby, who sometimes cried until falling unconscious due to hypoxia.
Other than this, however, she did not have any major medical issues as a child.
Developmental milestones were within normal limits, also as reported by her mother.
Katrina's mother described Katrina to be a better student than most other students
at Morrill Middle School. Her mother received few academic complaints from teachers,
but began receiving many complaints about Katrina's behavior starting in ih grade, when
Katrina began cutting classes and going out late at night on a regular basis. Once she
started attending Independence High School, her truancy became more severe.
The parents reported that Katrina has always been a very moody child. She
fluctuates between periods of feeling very sad and happy, and between periods of being
outgoing and isolating herself in her room. Occasionally, Katrina had outbursts of anger
in her room and on occasion, broke objects and cut her own wrists. Her parents recalled
that Katrina had threatened to kill herself several times.
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Katrina recalled feeling depressed often since she was young. She recalled feeling
"like she was the black sheep of the family." She was often beaten by her father with a
leather belt, clothes hanger or other similar household object that was handy at the time.
She remembered her father hit her and gave her a bloody nose after she was caught
running away from home. She also reported that she might have been beaten unconscious
on more than one occasion, but she can't remember for sure. Her mother recalled that
school officials in a couple of instances inquired about and reported the alleged abuse,
and she was placed in protective services custody. Her father was also mandated to
receive anger management counseling. Both parents also attended a parenting skills class.
Katrina currently experiences recurrent nightmares with themes of her parents
fighting, her mother running away and abandoning her, and themes of falling and being
out of control. She also feels depressed. Katrina denied being sexually abused and also
denied any substance abuse problem.
Katrina reported receiving no significant mental health counseling. She received
brief peer support group at Catholic Charities agency and had a positive memory about
their services.
Several recent studies have indicated that all people are deeply immersed in their

I

family system. According to the conclusions of these studies, who we are, how we think
and communicate, what we choose to do and to be, whom we choose to be with, to love,
and to marry is in some part a function of the complex system that has developed over
many generations. The impact of the family system on the lives of individual members is
so strong that having a good knowledge of the family history can help formulate an
accurate and realistic assessment of the individual. Following this concept, this writer
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will review Katrina's family history and examine how the family system has impacted
her life.
Katrina is the youngest of three siblings. Her parents are monolingual Vietnamese
and are very conservative socially. When the parents were first married, her father was a
soldier serving in the South Vietnamese army. On April 30, 1975, the North Vietnamese
Red Guard finalized their attack on the South by capturing the capital city of Saigon. At
that time, Katrina's father was sent to a Communist government-run re-education camp
for three years. After that, her parents escaped from Vietnam in 1979 by boat and arrived
in the U.S in 1980.
Katrina's mother is also struggling with keeping a job, due to her language
barriers and little knowledge of the community social resources available for women,
immigrants and people seeking to improve their job skills.
Katrina is expected to obey and respect her parents, who have stringent rules and
regulations in the house to discipline their children. One proverb that expresses the love
and harsh discipline of Vietnamese parents is "thuong thi cha roi cha vat, ghet thi cha
ngot cha bui. " In English, it is translated as the following: "when we love our children,
we give them a beating; when we hate our children, we give them sweet words. " Another

proverb that support the above philosophy is, "ca khong an muoi ca uong, con cai cha me
tram duong con hu. " In English, it means "fish will be rotten without salt; children will

be rotten if they have disobeyed their parents."
Katrina has an average relationship with her two other sisters, who are 31 and 28
years of age respectively. Due to their age differences, Katrina described them as "my

two other mothers". However, Katrina depends on them for financial support, such as
transportation, clothing, and spending money.
Katrina's knowledge of her family's roots has been obtained only from listening
to stories here and there during family get-togethers. Her niatemal grandparents, who she
never met, still live in Vietnam. Half of her aunts and uncles from both sides of the
family died or were killed due to the war or escaped from the country. The rest of them
still reside in Vietnam.
Her parents reported their journey to the U.S was one of terror and trauma. During
their escape from their homeland, they witnessed piracy, and the rapes and murders of
their family and friends. Due to the trauma of war and forced emigration, her father was
diagnosed with Post-Traumatic Stress Disorder and is being seen at a local mental health
clinic.
Her parents both reported that only the father has any reportable mental health
problems, and that there is no previous family history of related mental health problems.
Katrina's reported symptoms exhibit as an evidence of depression. PostTraumatic Disorder is also a clinical consideration, due to her traumatic memories of
family violence, though it seems to be less significant than depression. Katrina did not
appear to be anti-social and demonstrated a capacity for remorse and considerations for
others, namely her family's well being.
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Literature Review and Theoretical Framework
According to Pillari (1998), adolescence 1s "the period of transition from
childhood to adulthood." (p. 180). Whereas, Lerner and Hultch (1993) define adolescence
as a period within a person's life span when most of the person's processes are in a state
of transition from what is considered typically childish to what is considered typically
adult-like behaviors. Concurrently, Erikson's (1968) theory describes adolescence as a
stage of identity versus role diffusion and in the transitional stage to adulthood.
Therefore, during this period, adolescents find several ways to identify their roles,
personality, and cultural identity. "In their search for a new sense of continuity and
sameness, which must now include sexual maturity, some adolescents have come to grips
again with cries of earlier years before they can install lasting idols and ideals as
guardians of a final identity" (Erikson, p. 128).
The existence of depression in children and adolescents was debated for many
years (Kashani & Carlson, 1996). Earlier, Rie (1996) and Mahler (1961) believed that
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depression could not emerge until the superego was developed, in adolescence. (Speier et
al., 1995). Recently, however, several studies have contradicted this widely held view. In
fact, the experience that adolescents face are often time more traumatic than their adult
counterparts.
According to Garber, Weiss & Shanley (1997), depression in adolescence is
believed to be displayed similar to the symptoms of adult depression, such as feelings of
hopelessness, worthlessness, suicidal ideations, eating and sleeping disturbances, and low
self-esteem. Although agreement seems to have been reached on the requisite criteria,
other diagnostic issues still persist. (Rehn & Sharp, 1996). Depression in children and

I
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adolescents appears to be less stable across time than in adults (Lefkowitz & Burton,
1997), and it overlaps significantly with other diagnostic categories (Rehn & Sharp,
1996).
The social environment is a great factor in all adolescents' identity. Adolescents
who live in a conflict-filled and confused environment may feel anxious, apathetic, and
hostile toward their roles. These adolescents are in a ''role diffusion." (Pillari, 1998).
"The child's behavior and adaptation is often very much a function of the environment's
influence." (Rehm & Sharp, 1996). If children live in a pleasant and peaceful
environment, they will have more confidence, love, trust, and a sense of competence and
control over their lives. Depression in children can be viewed in the contexts of a family,
school, and peer environment (Pillari, 1998), but can also be seen as a social problem
affecting Vietnamese teenagers coming of age.

t
Since 1975, more than one million Southeast Asian refugees have settled in the
U.S (Duong Tran, et. al, 1997, p.41). Vietnamese refugees and immigrant adults as well

I

as their children face similar traumatic experiences. They suffer psychological and
emotion problems related to their pre-migration and migration experiences. Many

•

Vietnamese refugees and immigrants witnessed piracy, as well as the murder and rape of
themselves, their family and friends (Amodeo, et al, 1996; Chung & Lin, 1994). In
addition to the traumatic experiences Vietnamese refugees and immigrants faced at sea,
they were bombarded with numerous adjustment issues when resettling in the U.S.
According to Karls & Wandrei (undated), they define the role of a legal immigrant as
follows:
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"The legal immigrant role is assumed by a person who has legally moved from
one country to another. The immigrant may have to deal with the loss of an old
way of life, language difficulties, learning new values, hostile reactions from the
citizens of the new country, or culture conflict." (p. 10).
As a result, they have had to confront the numerous psychological and social challenges
(Potocky, 1996). Some ways in which this trauma manifests itself among Vietnamese
refugee adolescents includes involvement in violent crime, gangs, substance abuse as
well as depression and suicidal tendencies (Hoffman, 1996). Intergeneration conflict,
post-trauma experiences, acculturation difficulties, and language barriers have also led to
numerous social problems among refugee children and adolescents. Therefore,
understanding developmentally appropriate behaviors and cultural context is critical to
the differential diagnosis of depression and adolescents (Gilliam & Mesquita, 1997).
Interventions to alleviate depressive symptoms as well as to increase client's
self-confidence and self-esteem, can include medical support, individual, family
therapy and support groups (Brage, 1995). Cognitive and supportive psychotherapy
should also be considered.
Cognitive-behavioral approaches in treating depression among adolescents are
derived from treatments designed for adults. Additionally, treatment requires the
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therapist to integrate principles from developmental psychology to better understand
the "competencies and deficits as manifested in depressed youth of different ages"
(Kaslow, 1996, p. 97). A review of the major cognitive-behavioral theories which
have been applied to the study of children include:

•

Beck's cognitive model

•

Rehm's self-control model
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•

The learned-helplessness theory

•

Lewinsohn's social skills and activity-level perspective
Beck's Cognitive Model uses the concept of schemata, through which a person

interprets their experiences. People develop negative schemata when depressed: a
negative self view pessimism about the environment, self-criticism, interpreting events
negatively and low self-esteem. Research suggests that depressed individuals do not
distort information, rather they perceive reality in depressing behaviors.

Several studies have demonstrated a relationship between cognitive distortions
and depressive symptoms. Although these do not address the question of causality,
they provide evidence that cognitive distortions are a primary feature of depression.
Beck and his colleagues have reported that treatment directed toward the correction of
cognitive distortion has been highly effective in reducing depressive symptoms
(Croker & Miezitis, 1996, p. 225).
The self-control model describes the adaptive processes of self-monitoring,
self-evaluation, and self-reinforcement. Depressive individuals have deficits in one or
more of these adaptive processes. In terms of self-monitoring, they may attach more
meaning to negative events than positive events; they are overly critical of the self, so
their self-evaluation is skewed to be negative; their self-reinforcement is scanty, so
they do not reward themselves for success, and punish themselves for all negative
consequences.

The learned-helplessness model is based on the belief that individuals become
depressed and helpless when they believe that they cannot do anything to change their
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environment. The interpretation of events made by the individual influences their
propensity for depression. If a person feels responsible for all their life experiences
(especially negative ones), and believes that these experiences are going to happen
over time, and are generalizable across situations, they become hopeless and
j

depressed. In 1989, this model was presented as the hopelessness theory of depression
(Abramson, et al). Here, the importance of a predisposition to stress is emphasized.
According to the social-skills and activity-level model, depressed individuals
receive inadequate positive reinforcement from significant others. This is due to a lack
of interpersonal skills and social skills deficits in depressed individuals. Depressed
individuals also have difficulty in experiencing pleasurable activities, or indulging in
such activities, which exacerbates the depression.
Reynolds and Coats (1996) used cognitive-behavioral theory when working
with groups (Craighead, Curry & Macmillan, 1997, p. 308). They used client self-
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monitoring and its effect on mood, teaching to de-emphasis of negative events, and
looking at the long-term consequences of events in the cognitive-behavioral group.
The groups were also taught to set realistic and achievable goals. This intervention

I

was effective in reducing depressive symptoms, compared to a control group, at a five
weeks follow-up period.

•

All the above cognitive-behavioral theories have some unique concepts, and
some common themes. Rehm (1998) asserted that these are constructs of ways that
individuals process their experiences for inference and judgement, which is then used
to make decisions and solve problems in the future.

•
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Cognitive-behavioral therapy is a structured mode of intervention, with each
session having a specific task. It has a planned agenda, and uses homework-type
exercises to reinforce techniques learned in a session.

j

Matson (1998) lists the treatment components of cognitive-therapy:

•

Self-monitoring: Observing one's own behavior (internal or external)

•

Activity Schedules: Planning the individuals' schedule. The objective here is to
increase positive thoughts and activities

•

Cognitive Restructuring: A realignment of thinking to change adolescents'
maladaptive style of processing information.

•

Attribution Retraining: Retraining adolescents to change way of interpreting
external events.

•

Self-Evaluation: Changing distorted ways of evaluating oneself.

•

Self-Reinforcement: Rewarding oneself when a goal or a task is completed.

"acculturation referred to the psycho-social process by which immigrants learn to live
in the midst of a different society by acquiring cultural knowledge and skills pertinent

•

to the new wider society" (Hunt, Joe, & Waldorf, 1997. p. 10);
This author reviewed and decided to use cognitive behavioral because the

•

evidence for treatment efficacy with children who manifest self-control problems is
promising cognitive behavioral therapy has been successfully applied to a wide range
of emotional and behavioral disorders in children in various ethnic background and

I

represents a valuable addiction to the therapist's available treatment approaches
(Hughes & Hall, 1998).

•
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Design of the Evaluation Study
The following study was based on the research question: Will cognitivebehavioral therapy eliminate depressive symptoms in Vietnamese adolescent? This writer
conducted a single subject design study, using an AB design. The letter" A" represents
the baseline, which is defined as the time in which a subject has not yet received any
treatment. The "B" represents the treatment intervention. In this study, Cognitive
behavioral therapy was used as the intervention. The advantages of this design are that it
provides feedback on one's social work practice in clinical settings. It does not require a
great deal of time or money and can be readily implemented. In addition, this design is

t

fairly non intrusive and easily accepted by clients. However, there are some weaknesses
in this design. It is only evaluates one particular case, and the results cannot be
generalized to other cases with similar clients. Furthermore, it only measures the change
in the dependent variables in relation to the intervention. It does not consider other
factors affecting the targeted behavior.
The time frame for this study was based on a total of 6 weeks. Each session lasted
60 minutes and was conducted on a weekly basis. The Children's Depression Inventory
(CDI; Kovacs, 1980) and Cooper-smith Self-Esteem Inventory (SEI) measurements were

I

administered to establish a baseline in the first session. They were again utilized during
the fourth and sixth weeks to measure the progress and determine effective of this
intervention.
The subject's family and school's teachers were contacted during the intervention
period to monitor the client's suicidal ideations, behaviors, and school performance.

I

I
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The Children's Depression Inventory (CDI) is a 27 item, symptom oriented scale
suitable for use with children aged 6-17 years old. It is a questionnaire designed to
evaluate cognitive, behavioral, and neurovegetative signs of depression in children. The
CDI scale was developed to quantify a wide range of depression symptoms, including
disturbances in mood, pleasure capacity, self-evaluation, interpersonal behavior, and
eating and sleeping disturbance (Martin, 1996). Commonly, the subject will be asked to
indicate the best statement that most closely applies to his or her over the last two weeks
(Nelson & Politano, 1997). Item responses are scored 0, 1, or 2, with a higher score
indicating a more depressed response. A total score above 11, but less than 19, will be
considered as mild depression, whereas greater than 19, will be considered as severe
depression (Crowley, Thompson, & Worchel, 1996).
The Coopersmith Self Esteem Inventory (SEI) was applied to measure each
participant's self-esteem. According to Stark (1995), depressed children tend to perceive
themselves as inadequate in their performance. Such negative self-evaluations contribute
to a low level of self-esteem. Empirical evidence suggests that children who were having
academic or behavioral difficulties would be at risk for emotion problems. The

•

difficulties children experience at school are more likely to negatively impact their selfesteem. The SEI's separate score may be obtained for each of these areas of self-esteem,
as well as a total score and a Lie score on scale. However, normative data are reported for

•

the total score (Martin, 1996). Each item consists of a short declarative statement
answered by the selection of one of a two-response alternative: "Like me, Unlike me."
In addition to the questionnaire, observations of each session were recorded in the

I

subject's chart. The goal of this study was to improve in participant's self-esteem by an

•

19

increase in SEI score, lessen the level of depression as measured by the CDI, and to
improve in school performance and family relationships. A participant would be able to
minimize suicidal ideations and to verbalize her feelings without feeling overwhelmed.
To improve her self-esteem, this writer expected that individual would focus more on
positive outcomes of herself.
Qualitative and quantitative data were collected. Qualitative analysis was derived
from the observations made during each session and result of discussions with
participant's family and her school's teacher. Quantitative data was conducted from the
questionnaires that the subject filled out. The participant's information was kept
confidential in a computer database secured by a password. The participant's chart was
kept in a locked cabinet. This researcher was the only person with access to the
participant' information. In addition, the participant was informed that he or she could, at
any time, refuse to participate in this study.

•
t

I
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Results
The results of this study show that there is a connection between an individual's
depressive symptoms and self-esteem levels during treatment. There were assessable
improvements as shown by a decrease in Katrina's level of depression as measured by the
Children's Depression Inventory (CDI), and an improvement in Katrina's self esteem by
an increase in her score on the Coopersmith Self-Esteem Inventory (SEI). Her teachers,
family reported progress in her family and peer relationships as well as her school
performance. In addition, Katrina reported the frequency of her suicidal ideations was
reduced.
The Children's Depression Inventory (CDI) is a 27 item, symptom-oriented
questionnaire designed to assess cognitive, behavioral, and neurovegetative signs of
depression in children. A total score greater than 11 suggests mild depression whereas a
score greater than 19 indicate severe depression. Katrina was asked to select one of three
statements in the CDI that best applied to her in the last two weeks.

•
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Katrina's CDI Scores
Weekl
I Week4
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Table 1
Score
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FIGURE 1

Katrina's CDI scores

_,::~~tr/:\~;;iJ.(fj)~~~'.{j:-;-~~}~,- - - _;- :->

30 25 -~if;.--

f0

.,.~::----'-: -

- - ·- ,--,,----

20 ft

u

tn 15

ca
._
0

I-

10
5

~

0
Week1

Week4

Week6

Week Tested

Score
11-19
20-27

I

Depression
Mild
Severe
The Coopersmith Self-Esteem Inventory (SEI) consists of 58 questions, and was

used to measure Katrina's self-esteem. In order to answer these questions, Katrina
selected either "Like me" or "Unlike me." Positive statements were scored with 1 point,
and O points were given for negative statements. The total scores were based on a score
of O(lowest) to 58 (highest).
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Katrina's SEI score
Weekl
20
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0-22: Extremely low self-esteem
23-34: Low self-esteem
35-45: Moderate self-esteem
46-58: High self-esteem
During the first session, Katrina made several statements expressmg her

I
depression such as, " I am sad all the time; I hate myself. I do not want to be with people
at all" In addition she remarked, "I look ugly," and "I do not have any friends." However,

'

toward the end of our sessions, she admitted that she was somewhat irrational in her selfcritiques. At the third week of intervention, Katrina was seen by a psychiatrist and was
prescribed anti-depressive medication, which coincided with a slight improvement in her
CDI scores from 20 at the first week to 15 by the third week. At week 5, Katrina's
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grandmother passed away. Not surprisingly, her CDI scores showed an increase;
however, Katrina's SEI continued to improve from. 20 (extremely low self-esteem. at
week 1) to 25 (low self-esteem. at week 4) and 31 (low self-esteem. at week 6).
During the six-week intervention, the writer m.et Katrina's teacher two times for
30 minutes each. The client and her parents authorized this writer, to discuss Katrina's
clinical depression with her teachers. During the first contact, at week 2, the teacher
expressed her concern over Katrina's academic performance at school. She reported that
Katrina did not tum in homework assignments on time and showed little interest in
school participation. It was also arranged that Katrina would have an extended period of

J

time to tum in homework assignments, would have special seating arrangements and
positive reinforcements. The anticipated result was to increase Katrina's focus and
motivation in the school setting. During the second contact, at week 5, the teacher
reported that Katrina's academic performance had improved to some extent. Katrina
started to tum in homework more regularly; however, the teacher was concerned about
her tardiness and falling asleep during class. Since Katrina had just begun taking antidepressant medication, it was very difficult to determine whether or not the sedative side
effects would remain throughout treatment. Nevertheless, the writer informed Katrina's
psychiatrist about her difficulty staying awake during classes.
It was very crucial in working with the family in this case to set appropriate

boundaries for both the parents and for Katrina. This writer conducted family sessions
along with the department supervisor, Brandon Nguyen, LCSW. In addition, the writer
assisted the family in realizing their expectation of improved com.m.unication betwe~n the

'

parents and Katrina. The writer assisted the parents to solidify a family structure for
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Katrina and her sisters. Also, case management and brokerage services that attempted to
find the family larger affordable housing were provided so that Katrina could have her
own bedroom. Furthermore, an effort was made to establish a support system for
Katrina's mother so that she would able to express her feelings instead of being afraid of
her husband.
The mother began to attend some vocational training and ESL classes, and the
father started to learn to cope with his disappointments over Katrina. Her sisters
continued to play a more central role in Katrina's treatment and their input to the parents
regarding Katrina's upbringing was very important.

In addition, Katrina's family

explored how they could spend more quality time together and attempted to find
activities that interested all of the members of the family, such as having dinner and
going to church together. Lastly, this writer assisted Katrina and her family to be able to
grieve the death of the grandmother.

I

I
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Discussion
The goal of this study was to assess the effectiveness of cognitive behavioral
therapy with the selected client, Katrina. A desired outcome was to observe a decrease in
Katrina's level of depression as measured by the CDI, an improvement in Katrina's selfesteem, by an increase in her score, and improvement in family and peer relationships, as
well as school performance. After six sessions, Katrina reported she no longer had a plan
to kill herself.
This author continued with the treatment after completion of this study once a
week and on as needed basis. In addition, Katrina was encouraged to attend a support
group to develop a positive social network This writer will continue to monitor
medication treatment and side effects including working closely with Katrina's
psychiatrist, the department supervisor and her family to eliminate Katrina's depression
symptoms. This writer will also continue to encourage Katrina to be more assertive
through directive work, such as writing in a journal to express her feelings in appropriate
ways, to check her self-concept, and to explore her goals for the future.
In this study, the environment created difficulties in achieving a complete
amelioration of Katrina's depression. The death of her grandmother had a major impact
on Katrina's treatment, yet this author helped Katrina to cope with the loss.
Unfortunately, this writer had personal issues over the death and needed to consult the

'

department supervisor regarding the personal feelings in order to assist the client more
effectively.
One issue that seemed to contribute to Katrina's feelings of sadness was a

I

generation gap between Katrina and her family. This researcher used educational tools to
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talk about different degrees of acculturation for the individual and her family. This is one
area where there was little hope for change. This study also faced obstacles since
traditionally, many Vietnamese people do not welcome outside intervention and
culturally feel limited by the stigma of receiving mental health services; therefore, several
sensitive issues may have been denied. For example, admission of sexual abuse,
substance abuse and a lessening of her symptoms at home were minimized. Last but not
least, this study had some difficulties due to under-reporting because community
awareness of mental illness is limited. In small, closed communities it may be even
harder to raise the perception that a problem exists. Consequently, penetrating a
community such as the Vietnamese to study any problem can be a long and involved
process especially with an issue such as teen depression.
Although, this study looked at only one family, it provided information that can
be utilized to develop appropriate interventions when working with refugee and
immigrant populations. It is very important to understand the acculturation process and
the challenges faced during one's escape to the U.S. The use of bi-lingual and bi-cultural
social workers is very important when working with these particular clients. Social
workers need to advocate for more funding to increase services and community

I

awareness in an effort to reduce the mental health stigma among minority populations.

I
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Appendix A

Field Agency's Approval of Research Project

San Jose State University
College of Social Work

Field Agency's Approval of Research Project Prospectus
Instructions: This form must be completed by all students participating in university
related research projects, including S.W. 298 projects. The form shmµd be completed
and submitted to the student's S.W. 298 instructor or faculty sponsor. All students are
expected to advise their agencies of the content of their research projects as well as
plans related to their proposed methodology, data collection, and data analysis
· activities. Completion of this form does not remove the obligations of students to
complete other college, university, or agency research review and approval
procedures/policies.

If significant changes are made in the project a new form must be completed and
submitted. All S.W. 298 students must complete and submit this form prior to
. commencing their actual research work with data collection or clients; and in. any event
before the end of their first semester of study.
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Human Subjects Research Approval Letter
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TO:

Thuy Nhu Truong
3431 Grassmont Dr.
San Jose, CA 95135

~~11--JQ_$_~ si~t.e.

UNIVERSITY

~

FROM:

Nabil Ibrahim,
i'J ~}--···---AVP, Graduate Studies & Research

DATE:

December 14, 1999

Office of the Academic
Vice President
Associate Vice President
Graduate Studies and Research
One 'hash1ng1cn Square
San Jose. CA 95'92-002':
\Joice· 408-924-2480
!=ax 408-924-2477
E-mail: gstudies@wahoo.s1su eau
http:/iwww.sjsu.edu

J

The Human Subjects-Institutional Review Board has approved
your request to use human subjects in the study entitled:
"The Effectiveness of Cognitive Behavioral
Therapy in Treating Depression with a
Vietnamese Adolescent"
This approval is contingent upon the subjects participating in your
research project being appropriately protected from risk. This
includes the protection of the anonymity of the subjects' identity
when they participate in your research project, and with regard to
any and all data that may be collected from the subjects. The
Board's approval includes continued monitoring of your research
by the Board to assure that the subjects are being adequately and
properly protected from such risks. If at any time a subject
becomes injured or complains ofinjwy, you must notify Nabil
Ibrahim, Ph.D., immediately. Injwy includes but is not limited to
bodily harm, psychological trauma and release of potentially
damaging personal information.
Please also be advised that all subjects need to be fully informed
and aware that their participation in your research project is.
voluntary, and that he or she may withdraw from the project at
any time. Further, a subject's participation, refusal to participate,
or withdrawal will not affect any services the su~ject is receiving
or will receive at the institution in which the research is being
conducted.

The California State University:
Chancellor's Office

Bakersfield. Chico. Dominguez Hills.
Fresno. Fullerton. Hayward. Humboldt.

Long Beach. Los Angeles. Maritime Academy.
Monterey Bay. Northndge. Pomona.
Sacramento. San Bernardino. San Diego.
San Francisco. San Jose. San Luis Obispo.
San Marcos. Sonoma. StanisJaus

If you have any questions, please contact me at
(408) 924-2480.

Appendix C

Consent Forms

~a~Jose State
UNIVERSITY

College of Social Work

Dear teachers

One Washington Square

San Jose. CA 95192-012..:
Vo,ce: .!C8-924-58CC
Fax: 408-924-5892
E-mail: 01halley•@el'l"a1l.sjsu.edu
http://www.sjsu.edu, deptsf

My name is Thuy Nhu Truong. I am a SJSU intern at the
Mental Health Department of Santa Clara County and the
Gardner Family Care Corporation's employee.

SocialWork •

I am requesting permission to interview you regarding to iour
student's behaviors in your classroom, who is presently treated
for depression by the Gardner Family Care Corporation.
The purpose of this study is to explore the potential benefit of
utilizing the specific c~gnitive behavioral therapeutic
interventions to assist depressed Vietnamese adolescents, who
may be contemplating suicide.
Your participation is completely voluntary and choosing not to
. participate in this study or in any part of this study will not
affect yotir relations with the Gardner Family Care Corporation
or any community organization with which you are connected.
If you believe that answering particular questions would put you
in any harm or make you feel uncomfortable, please remember
that you are permitted to· skip question or discontinue
participation.
There is no anticipating financial benefit or compensation for
the participation in this research study.
If you have any questions about this study, I will be happy to
talk with you. I can be ·reached at (408) 287-6200: Any
complaints about the research procedures may be presented to
Dr. Joan Merdinger, College of Social Work at San Jose State
University, (408) 924-5800. If you have any questions or
complaints about research subjects' rights, or in the event of
research related injury, please contact Dr. Nabil Ibrahim, Acting
Associate Academic Vice· President of Graduate Studies and
Research, at (408) 924-2480.
The Calilomia State University:
Cnancetlor's Office
Bakersfield. Cnieo. Oominguez H,Ds.
Fresno. Fullenor>. Hayward. ,-;umtlolct.
L0r>g Beacn. Los Angeles. Mantime ....cadem),
Monterey Bay. Nortnndge. Pomona.

S..Cramento. San Bernardino. San o,ego.
San Franc,sco. San Jose. San 1.u,s Obispo.
San Marcos. Sonoma. Stanislaus

Thank you for referral and your cooperation.
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Sanjose State
UNIVERSITY

Dear parents:
College of Social Work
One Washington Square
San Jose. CA 95192-0124
Voice: 408-924-5800

My name is Thuy Nhu Truong. I am a SJSU intern at the Mental Health
Department of Santa Clara County and the Gardner Family Care
Corporation's employee.

Fax:408-924-5892
E-mail: pjhalley@email.sjsu.edu
http://www.sjsu.edu/depts/
SocialWork

I am requesting permission to interview and apply counseling treatment to
· your child who is presently treated for depression by the Gardner Family
Care Corporation.
The purpose of this study is to explore the potential benefit of utilizing the
specific cognitive behavioral therapeutic interventions to assist depressed
Vietnamese adolescents, who may be contemplating suicide.

.

Your child's participation is completely voluntary and choosing not to
participate in this study or in any part of this study will not affect your child
relations with the Gardner Family Care Corporation or any community
organization with which your child is connected.

If your child believes that answering particular questions would put his or
her in any harm or make your child feel uncomfortable, please remember
that your child is permitted to skip question or discontinue participation.
There is no anticipating :financial benefit or compensation for the
participation in this rese~h study.
If you have any questions about this study, I will be happy to talk with you. I
can be reached at (408) 287-6200. Any complaints about the research
procedures may be presented to Dr. Joan Merdinger, College of Social Work
at San Jose State University, (408) 924-5800. If you have any questions or
complaints about research subjects' rights, or in the event of research related
injury, please contact Dr. Nabil Ibrahim, Acting Associate Academic Vice
President of Graduate Studies and Research, at (408) 924-2480.
Thank you for your cooperation.

The California State Universtty:
Chancellor's Office
Bakersfield, Chico, Dominguez Hills,
Fresno, Ful1erlcn. Hayward, Humboldt,
Long Beach, Los Angeles, Maritime Academy,
Monterey Bay, Notthridge, Pomona.
Sacramento, San Bernardino, San Diego,
San Francisc;o, San Jose, San Luis Obispo,
San Mateos. Sonoma. Stanislaus
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San Jose State
UNIVERSITY

College of Social Work
One Wastlington Square
San Jose, CA 95192-0124

Qui cha my Vi~t Nam hay ngu'oi giam qQ than me'n:
Toi ten la Truong Nhu'Thuy, hien la sinh vien cao hQc t~i tntong Cong Tac
Xa HQi thu(>c Vien E>~i HQc San Jose vaciing la nhan vien tam ly ttj lieu
cua trung tam Gardner Family Care Corporation. Toi muo'n moi con bac
·tham gia vao m(>t nghien cllu v~ st! tac d\ing cua phu'ong phap ttj lieu do'i"
vdi nhii'ng thanh thie'u nien Viet Nam ma da bj chung suy s1,1p tinh th!n.

Voiee: 408·924•5800

Fax: 408•924-5892
E-mail: pjhalleyOemail.sjsu.edu
http://www.sjsu.edu/dePts/
SocialWOlk

M1,1c dfch cua CUQC nghien cllu la dS tlm ra phu'ong phap tam ly ttj lieu hiiu
hi~u nM't d! chila ttj chttng suy s1,1p tinh th4n cho thanh thie'u nien Viet
Nam, ma c6 th! din de'n viec t1! nl
St! tham dt! cua con bac c6 tinh each hoan toan t1! nguyen va st1 quye't djnh
khong tham gia vao CUQC nghien cllu hay ba't ctt ph4n nao cua CUQC nghien
cllu nay se khong inh hu'dng de'n moi lien h~ cua con bac vdi Vien E>~i
H9c San Jose hoJc trung tam Gardner Family Care Corporation, hay ba't c11'
t~ chttc cong' CQng nao ma con bac c6 ~en h~.
Ne'u con bac nghi rhng tri loi cau hoi nao d6 se khie'n con bac bj h~i hay
con bac cam tha'y khong an toan, xin nhd con bac c6 quy~n bo qua nhung
cau hoi d6 hay khong tie'p tv,c tham gia.
Cac tra loi cua con bac trong CUQC nghien cllu nay se du'QC git:r kin. Hdn
nila, ta't ca nht:rng tai li~u b~ CUQC nghien cu'U se duqc kh6a va git1 l~i trong
tu ldn.
Con bac se khong lqi l<)c v~ ti~n b~c hay thu lao nao khac khi tham gia vao
cu¢c khao luin.
Ne'u bac c6 th{c m{c gl v~ cu¢c nghien cu'U, xin gQi cho toi ~i so' (408)
287-6200. B!t ct? khie'u n~i v~ phuong thU'c cua CUQC nghien Cu'U, xin g9i
cho Dr. Joan Merdinger, ~i tnte1ng Cong Tac Xa Hai thu¢c vi~n E>~i H9c
San Jose, so' (408)-924-5800. Ne'u bac c6 b{t cU' thlfo mic hay khie'u n~i v~
quy~n lQi cua ngu'oi tham gia, hay trong tnte1ng hqp cu¢c nghien cu'U hay ra
thu'ong t6n, xin bac lien l~c vdi Dr. Nabil Ibrahim, Quy~n Pho Chu Tich
HQc Vv E>~c Trach Ban Cao HQc va Khao Cu'U, ~i so' (408) 924-2480.
Ne'u bac d~ng y cho phep con bac tham gia vao cu¢c khao Iu~n. xin bac Icy
ten vao gia'y cho phep kem theo va d~ con bac dua l~i cho toi.
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Balcersftelcl.Oik:o. ~ -
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GIAY CHO PHEP CUA CHA~
VE SVTAC DVNG CUA PHU'C1NG PHAPTRl Lrtu
DANH CHO THANH THIEU NIEN VltT NAM Bl CHUNG SUY Sl)P TINH THAN

Chu ky ciia cha m~ hay nguoi giam hQ tren to gia'y nay chung to slf. d6ng y cho phep
con mlnh tham gia vao cu9c khao lu~n va la mot slf. chung nh~n con em ciia bac c6 tlf. do va
san long tham gia. Xin vui long cho con bac dem gia'y cho phep da ky ten nay de'n cho Truong
NhU'Thuy.

'
Ten cua nguc1i con hay nguc1i
con dttqc giam hQ

Chu' ky ciia cha m~
hay ngttoi giam ho

Lien h~ vc,i ngttc1i con hay ngttoi con hay ngU'oi con giam hQ

Ngay thang nam

E>i~n tho<].i

Bia chi gdi thcJ'

Chu ky ciia ngttoi nghien cti'u

Ngay thang nam
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Instruments

'

CDI
l,ar: l

t

D I am sad once in a while.
D I am sad many times.
D I am sad all the time.

t

D
D
D

ltem.2

D
D
D

A.ll bad things are my fault.

Many bad things are my fault.
Bad·things are not usually my fault.
Item 9

Nothing v.ill ever work out for me.
I am not sure if things will work out
for me.
Things will work out for me O.K.

D
D
D

ltem3

I do not think about killing myself.
I think about killing myself but I
would not do it.
I want to kill myself.
Item IO

DI do most things O.K.
D I do many things wrong.
D I do ~verything wrong.

D I feel like crying every day.
D I feel like crying many days.
D I feel like crying once in a while.

Item 4

Item 11

D I have fun in many things.
D I have fun in some things.
D Nothing is fun at all.

D Things bother me all the time.
D Thi:µgs bother me many times.
D Thirigs:bother me once in a while.

ltem5

Item 12

D I am bad all the time.
D I am bad many times.
D I am bad once in a while.

D I like being ,,,,ith people.
D I do not like being with people many
D

times.
I do not want to be with people at all.

Item 6

D
D
t

D

'
J

I think about bad things happerring to
me once in a while.
I worry that bad things will happen to
me.
I am sure that terrible things will
happen to me.

.D
D
D

I cannot make up my mind about
things.
It is hard to make up my mind about
things.
I make up my mind about things
easily.

Item 7

D I hate myself.
D I do not like myself.
D I like myself.

Item U

0 I look O.K.

D There are some bad things about my
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looks.
I look uglv

.,,_, .I.

Remember, describe how you have
been in the past two weeks.....

.

Item 21

D
D

I never have fun at school.
I have fun at school only once in a
while.
I have fun at school many times.

D

luml6

D
D
D

I have trouble sleeping every night.
I have trouble sleeping many nights.
I sleep pr~tty ~ell.

lum23

D My schoolwork is alright.
D My schoolwork is not as good as before.
D I do very badly in subjects I used to be
good in

Item 18

D Most days I do not feel like eating.
D Many days I do n9t feel like eating.
D I eat pretty well.
lum25

D Nobody really loves me.
D I am not sure if anybody loves me.
D I am sure that somebody loves me.

Item 20

D
D
D

I do not feel alone.
I feel alone many ·times.
I feel alone all the time.

Copyright© 1982, Maria Kovacs, Ph.D.,© 1991, 1992,
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D I get along with people.
D I get into fights many times.
D I get into fights all the time.
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Self-Esteem Inventory (SED
P-lease mark each statement in the following way:
If the statement describes how you usually· .feel, put a check in the column,
"L"k
. •.,
1 e Me. "
If the statement does not describe how you usually fee~, put a check in the
column "Unlike Me."

•

There are no right or wrong answers.

,,

r~

Like Me
1.
2.
3.
4.

5.
6.
7.

8.
9.
1·0.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.

I spend a lot of time daydreaming.
I'm pretty sure of myself.
I often wish I were someone else.
I'm easy to like.
My parents and I have a lot of fun together.
I never worry about anything.
I find it very hard to talk in front of the class.
I wish I were younger.
There are lots of things about myself I'd
change if I could.
I can mako up my mind without too much
trou~le.
I'm a lot of fun to be with.
I get upset easily at home.
I always do the right-thing.
I'm proud of my school work.
Someone always has to tell me what to do.
It takes me a long time to get used to
anything new.
I'm often sorry for the things I do.
I'm popular with kids my own age.
My parents usually consider my feelings.
I'm never unhappy.
I'm doing the best work that I can.
I give very easily.
I can usually take care of myself.
••
I'm pretty happy.
I would rather play with children younger
than me.

'~

Unlike Me

---

--- -

,.,

-- --

.

I
Like Me

•

26 . My parents expect too much of me.
27. I like everyone I know.
28. I like to be called on in class.
29. I understand myself.
30. It's pretty tough to be me.
31. Things are all mixed up in my Hfe.
32. Kids usually follow ·my ideas.
33. No one pays much attention to me at home.
34. r never get scolded.
36. I'm not doing as well in school as I'd like to.
36. I can make up my mind and stick to it.
37. I really don't like being a boy/girt.
-.
38. I have a low opinion of myself.
39. I don't like to be with other people.
40. There are many times when I'd like to leave
home.
41. I'm never shy.
42. I often feel upset in school.
43. I often feel ashamed of myself.
44. I'm not as nice looking as most people.
45. If I have something to say, I usually say it.
46. Kids pick on me very often.
47. My parents understand me.
48. I always tell the truth.
49. My teacher makes me feel I'm not good
enough.
50. I don't care what happens to me.
61. I'm a failure.
52. I ~ upset easily when ~m scolded.
53. M t people are better laked than I am.
64. I usually feel as if my parents are pushing
me.
55. I always know what to say to people.
66. I often get discouraged in school.
67. Things usually don't bother me.
68. I can't be depended on.

-

►

Unlike Me
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